(ABSTRACT.)
A FEW observations have appeared from time to time in the journals devoted to ophthalmology on the presence of clear lines in old corneal scars, but no complete and satisfactory account of their origin has been given. The first observation,, with an attempt at a sketch, was made in 1896 by the author: since then brief notes and sketches in large numnbers have been made which have shown the essential features of all these appearances; much information was given by a rough sketch in a hospital letter by an unknown hand of eighteen years before. Inasmuch as the changes are dependent on the presence of blood-vessels in the cornea, a knowledge of the form of such vessels is necessary. The arborescent form occurs in superficial inflammations and represents free surface branching unconstrained by the pressure of surrounding tissues. The terminal loop form appears in marginal superficial inflammations, and also in the acute vascular form of interstitial keratitis in which vessels invade the cornea at all depths. The brush or besom form has deeply placed vessels constrained by the layers of the cornea in which they run, to a more or less parallel course. The umbel form is also a deep one; in it a single vessel grows into the cornea for ' At a meeting of the Section, held November 6, 1918. some distance without branching, till it ends in a number of radiating branches like the head of a mop, or the inflorescence of the parsley umbel.
All these small vessels are to be regarded as capillaries in which the distinction of artery and vein is retained to the final transition. It is uncommon for vessels to disappear and leave no trace; even though without blood contents they may be seen as fine silky threads near the surface or as clear lines beneath the surface. Vessels keep to their own layer in the cornea, they do not commonly communicate with those of other layers; vessels from one layer may cross those of other layers at different angles.
The clear lines divide themselves into two groups, the geometrical and the mushroom head. The geometrical lines are perfectly straight, or run in large smooth curves; they are parallel or run at an angle with each other, converging or diverging; they are very much wider than any possible vessels. They are mostly seen near the centre of the cornea, and are not visible at the periphery; as they have no visible structure, they can only be made visible by the opacity in which they lie. The explanation of the lines is as follows. After the subsidence of an attack of interstitial keratitis attended by the presence of deep vessels in the cornea, these vessels become flattened between the layers of the cornea, and acquire a greater width than when they contained blood; at the same time a longitudinal contraction takes place along their coats, producing a 4straightening of their course. The effect of the vessels on the corneal tissue is an interference with its nutrition so that the cornea becomes opaque or cloudy in the region of the vessels.
The mushroom head has the appearance of a section of a mushroom carried through the side of the stalk and head, showing the stalk, and 'the crescentic head with gills on the concave edge. The stalk has the delicate blue colour of a primary nebula, the crescentic head has a dirty wvhite or buff colour: the stalk is anterior to the head. The stalk is the lihe of scar tissue which results from a fascicular or vascular ulcer. The head of the mushroom is a secondary opacity depending on interference with nutrition and separated from the stalk by an interval of clear cornea; the gills are fingers of opacity dipping down between the areas supplied by the terminal branches of the capillary vessels.
The same condition may be seen in the form of arches of opacity in the cornea with their concavities towards the limbus, depending on a focus of scleritis situated outside the cornea altogether; it may also be seen in dermoids of the sclerotic at the edge of the cornea. The shortest time in which these secondary opacities have been seen to come is four months.
Angioma of Retina.
By HARVEY GOLDSMITH, M.D.
A SOLDIER, aged 181, attended at No. 8 Ophthalmic Centre a fortnight ago for loss of vision in the left eye of about six weeks' duration. He states.that, when examined for the Army early in September, he saw better with the left than with the right eye, and that the' examining surgeon noted this. Present condition: Right vision -6-3OOD. sph. -6 . Left vision -< C-125D. sph. = -V125D. cyl. not improved.
He has met with no accident. The upper temporal artery on the disk is double the normal diameter; it proceeds upwards and 'outwards with many sinuosities, apparently increasing in diameter as it courses towards the periphery. This increase is particularly noticeable where it runs over a broad white patch, after which it is lost in a large swelling of indefinite' form, the outlines of which cannot be fully made out on account of its situation so far forward. Above the artery lies its companion vein enormously dilated. This seems to proceed from the above-mentioned mass and reaches the disk in a series of wide convolutions, its tributary veins being much engorged. As to the rest of the fundus the lower temporal and nasal veins are much enlarged, their corresponding arteries showing little, if any, departure from the normal. The nerve head is hypervascular. There are several small recent haemorrhages and patches of doubtful exudate, especially in the macular region, and pearly white patches along the course of the enlarged vessels, while a large area in the extreme outer .periphery presents the appearance of a shallow detachment.
Ophthalmoscopic examination of the right eye is negative. The picture of the case resembles in many particulars that shown by G. H. Pooley and illustrated in the Ophthalmological' Society's Transactions, 1910, xxx, plate IX (facing p. 238).
